12-30-13; 10: 55AM;

;865 # 2/ 2
_ RINTED: 12/11
DEPARTMENT OF HEALTH AND HUMAN SERVICES P ngnnﬂ A;%’Réz\?élg
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB_NO. 0938-0391
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIERICLIA (X2} MULTIRLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
445246 B, WING 12/1672013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
283 W BROADWAY BLVD
JEFFERSON CITY HEALTH AND REHAB CENTER JEFFERSON GITY, TN 37760
(X4} D SUNMMARY STATEMENT OF DEFICIENCIES (0] PROVIDER'S PLAN OF CORREGCTION [X%)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIGIENGY)
F 000 INITIAL COMMENTS FODO  This plan of corrections is the centers
credible aflegation of compliance,
During the investigation of complaint #32858, ;
conducted during the annual recertification survey . Preparation and/or execution of this plem of
on December 8, 2013, through December 10, . correction does not constitute admission or
2013, no deficientles were cited in relation to the * agreement by the provider of the truth or fucts,
comglaint urder 42 CFR Part 482,13, , alleged or conclusions set forth in the
Raquirements for Long Term Care, ' , Statoment of deficiencles. The plan of
F 315 483.25(d) NO CATHETER, PREVENT UTI, t E315; Corection ls prepared andlor executed solely
85=1n RESTORE BLADDER . 1 because the provisions of Federal and Stale
H i law requtre it,
Based on the resident's comprehensive i !
assessment, the facility rnust ensure that 3 ; ' F31_5 .
resident who enters the facility without an i , Resident #155 had & urinary continence 12/14/13
Indwelling catheter is not catheterized unless the | ; assessmment completed on 12/09/13 by the
resldent's clinleal condition demonstrates that , nurse,
catheterization was necessary; and a resident !
who Is incantinent of bladder receives appropriate * . Current residents who have had a change in
treatment and services to prevent urinary tract , continence were reviewed for completion of
infections and to restore as much narmal bladder , Urmary continence assessment by unit
function as possible, ; manageron 12/13/13, Any identified
. ' { residents had an assessment completed with
; implementation of 2 bladder training pro gram
This REQUIREMENT is not met as evidenced i ifindicated,
by :
Based on medical record review, abservation, ! + Nurses were re-educated by the Staff
review of facility policy, and interview, the facility " Development Coordinator on 12/12/13
falled to develop a bladder retraining program far regerding completing bladderurinary
one (#155) of three residents reviewed for . contiience assessments when a resident has a
incontinences of thirty-four rasidents raviewed in change in continencs,
Stage iI. ; !
o ) : The DON/Designee will audit for changes in
The findings included: : : urinary continence and completion ofa
! + urinary continence assessmeqt with placements
Resident #155 was admitted to the faciitiy on ' - Ina trial bladder training program as? *
August 8, 2013, with disgnoses including ' | indicated, Audits will be completed weekly
Dementia, Lumbage, and Ostecarthrosis, ‘ ' for 4 weeks, twice monthly for 4 weels and
] : i thea monthly, -
Medical record review of the admission Minimum .
'maomms“mnacwa's OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE FITLE (X8) GATE
r_i(_ _rjf Inon (/;'?/j)rt'wb Aa/ PSSt ator /D3
Any deflelency statement ending with an asterl

other safeguards provide suifieient protection to the patients. (Sea instructions
following the date of survay whether or not a

days {ollowing the date these documents are made avallable to the fachity,
program participation,
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F 318 Continued From page 1

Data Set (MDS) dated August 19, 2013, revealed
the resident was always continent of bladder.
" Medical record review of the quarterly MDS dated
: November 11, 2013, revealed the resident was [
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 frequently incontinent of bladder.

: Medical record review revealed no documentation [
the resident had been assessed for a bladder j
, retraining program. I

: Observation on December 9, 2013, at 1:12 p.m., |
' revealed the resident sitting on the bedside |
“{alking with visitors.

. Review of the facility's policy Urinary Continence

1 and Incontinence - Assessment & Management

. revealed "...staff may consider Initiating a toileting

; plan, As appropriate, based on assessing the |
category and causes of incontinenice, the staff will

, Provide scheduled toileting, prom pted volding, or

' other interventions to try to manage

: incontinence...”

" Interview on December 9, 2013, at 1:35 p.m., with
| Licensed Practical Nurse ( LPN)#1, In the nursing
i Station, confirmed the resident had net been

: Bssessed for a bladder retraining

| Program/toilating plan.

F 315 Preparation and/or execution of this planof | ,
' correction does not constitute admission or
agreement by the provider of the truth or facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
| correction is prepaved andfor executed solely
because the provisions of Federal and State
law require It.

. LIRY LRI P

F315 (continuad)

Audlt results will be reviewed manthly in the
QAZA meetings with revisions to the plans as
needed by the committea.

F44]

The brown colored debris has been cleansed
from the shower chair in the 300 hall shower
room, The dirty linen and personal clothing on
the floor has been placed i the clothes

i hampers, The powder and dried soap on the
shower bed with used washeloths has been
eleaned and the wagheloths placed in the
hampey,

12/27/13

All shower rooms were checked for
cleanliness of shower chairs/equipment and
linen/personal clothing placement in hampers

F 441" 483.65 INFECTION CONTROL, PREVENT F 441} by infection control nurse on 12/11/13.

Ss=p SPREAD, LINENS
: Nursing and housekeeping staff were re-
i The facility must establish and malntain an educated by 12/27/13 by the Staff
: Infection Contral Pragram designed to provide a | Davelopment Coordinator regarding infection
| safe, sanitary and comfortable enviranment and contro!l techniques including cleanliness of

- i to help prevent the development and transmission shower room equipment, placement of dirty
. of disease and infection. linen in bampers and cleaning of shower beds
: and shower chairs,
FORM CMS-2867(02-99) Praviauts Varslons Obsolete Evenl ID:RFNS11 Facllty iD: TN4SO1 If zontinuation ahast Page 2ofs
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F 441 Cantinued From page 2

(@) Infection Control Program
i The facility must establish an infection Gontrol
. Program under which it -
* (1) Investigates, controls, and prevents Infections
"in the facility;
: (2) Desides what procedures, such as isalation,
. should be applied {0 an individual resident; and
| (3) Maintains 2 record of incidents and comective
; actions related to infections,

|

|

! |

. {bB) Preventing Spread of Infection ;
{1) When the Infection Gontrol Pragram I

; determines that a rasident needs isolation to

1 prevent the spread of infection, the facility must !

‘ isclate the resident, |

! (2} The facility must prohiblt emplovees witha |

| communicable disease or infectad skin lesions

: from direct contact with resldents or their food, if

| direct contact will transmit the disease,

+ (3) The fagility must requlre staff to wash their

: hands after each direct resident contact for which

« hand washing is indicated by accepted f

« professional practice. i

I {¢) Linens

! Persenne! must handle, store, process and

- transport linens so as to prevent the spread of
. Infection,

5 This REQUIREMENT is not met as evidenced
. by

* Based on observation, review of facility policy,

! and interview, the facility failed to store dirty

: inens and provide an environment to prevent the
| spread of infection for one of five shower rooms.

[ The findings Included:

Preparation emd/or execution of this plan of
F 441 correction does not constitute admission or

' agreement by the provider of the truth or facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed solely
because the provisions of Federal and State
law require It,

! F441 {contimted)

An audit will be completed regarding

! infection control techniques for shower rooms
| by the Staff Development Coordinator. The . s
| audit will be completed twice weekly for2' jrecan
weeks, then weekly for 2 weeks and then
monthly

Audit results will be reviewed monthly in the
QA& A Committee meeting with revisions to
the plan as deemed appropriate by the QALA
Comimittee,

A
T .I‘l..n.-J-i':‘_
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. . E Preparation and/for execution of this plan of
F 441 : Continued From page 3 =I F 441 | correction does ot constitute admission or
i : | agreement by the provider of the truth or facis
: Observation an Dacember 8, 2013, at 9,04 aun., | | alleged ar conclusions set forth 1 the gL
» in the 300 hall shower room, revealed dried, ' | statement of deficiencies. The plan of
 brown colored debris on a shower chair. Further ! | correction Is prepared andlor executed so Jely
: observatien revealed dirty linens and personal 'r t  because the provisions of Federal and Stote
. clothing on the floor and powder and dried soap i L law require it
; 0N a shower hed with used wash cloths. ) _
: , F465 e
. Review of facility pollcy, Infection Control, revised .
{ May 2011, revealed, "...maintain a safe, sanitary, gfwﬂm;m' bed c""’h}““ in the 500 hall 12127113
| and comfortable environment...and prevent, ¢F room was replaced on 12/19/2013.
' detect, investigate, and contra! infections in the .
i facillty... J The shower beds in all shower rooms were
: cl_'xecked on 12/05/13 by the maintenance
 Interview with Certified Nursing Assistant (CNA) # director with replacement of cushion as
2, on Decamber 8, 2013, at 9:05 a.m., in the 300 Indicated.,
. hall shower room, confirmed dirty linens had not
' been contained and the shower room supplies Staff were re-cducated 12/11/13 by the Staff
i and equipment were not ¢lean, Development Coordinator regarding
F 465 | 483.70(h) F 485 ObSGWIElg fOL: cracks in SHO\TE.I' bed cushions
| SAFE/FUNCTIONAL/SANITARY/COMFORTABL and notification of the Administrator as -
| E ENVIRON needed for replacement cushions, N EERS—
| The fagility must provide a safe, functional, An audit will be completed by unit managers
! sanitary, and comfortable environment for to monitor the integrity of shower bed
[ residents, staff and the public, cushions, The audit will be ¢ompleted weekly
! for 1 month and then monthly,
I
| This REQUIREMENT Is not met as evidenced Audit results will be reviewed monthly in the
: by: QA& A Committes meeting with revision to
: Based on observation, review of facility policy, the plan as deemed appropriate by the QA& A
 and interview, the facility failed to maintain a Committee,
+ cushion on the shower bed for one of five shower
. rooms ohserved.
1 |
; The findings included:
. Observation on December 8, 2013, at 11:38 a.m.,
)
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i [ Preparation and/or execution of this plar of
F 485 Continued From page 4 ! F 485, correction does not constitute admission or
+in the 500 hall shower room, revealed a shower | agreement by the provider of T’Im}‘:"’ or facts
bed cushion with fifteen eracks In the protective | aileged or conclusions set ﬁ:‘:” [nt e
, cover with exposure of the foam interior. ! statement of deficiencies, The plan of
! . | correction is prepared andfor executed solely
j Review of facility policy, Infection Control, revised because the provisions of Federal and State
: May 2011, revealed, ",..maintain a safe, sanitary, law require it.
+ and comfortable environment,..and prevent, !
! detect, investigate, and contro! infections In the | .
: facility,,." i
{interview with Certified Nursing Assistant (CNA)
} #1 on December 8, 2013, at 11:40 a.m, in the
: 800 shower room, confirmed fifteen open areas in
; the shower bad with exposure of the foam
; interior,
1
 Interview with the Charge Nurse for the 500 and
1 600 halls, on Decernber 9, 2013, at 1:40 pm., in
 the 500 shower room, confirmed the facility failed !
| to maintain an intact cushion on the shower bed.
;
i
i
i
|
i
i
i :
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